7~~~ VERMONT
v AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

January 31, 2012

Joel Stephens, Administrator
Caledonia Home Health Care

161 Sherman Drive

Saint Johnsbury, VT 05819-1146
Provider ID #:477010

Dear Mr. Stephens:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint investigation
conducted on November 30, 2011. '

Follow up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

Yol )

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne
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Disability and Aging Services - Blind and Visually Impaired
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H 001 Initial Comments £ H 001 ) ) : ; .
; ~ Professional Advisory Committee -- Correction
i An unannounced complaint investigation was Plan:
conducted on 11/30/11 by the Division of ‘ " 1. Reviewed Professional Advisory Committee

Licensing and Protection. There were reguiatory ! .
violations related fo Regulations for the o policy and procedure. :
Designation and Operatron of the Home Health : . 2. All committee members' attendance will be

Agencies. . : reflected in the minutes.

3. During the next advisory committee the
following will be addressed:

a. Attendance requirements as outlined in

; . ; both policy and regulations.

: 6.4 A home health agency shall establish a f b. Composition requirements of the advisory

professianal group of advisors to advise the I committee as outline in policy/regulations.
home health agency on professional issues, to

H 620 6.4(a) Organization, Services and Administration | H620
$8=D :
!'VI. Organization, Services and Administration

! participate in the.evaluation of the agency's , c. The committee will review and select which
| program(s)-and g assist the agency with the times/date that the committee will meet.
. maintenance of ligisons with other health care 4. The Chief Operational Officer will review

providers in the community and with the home
heaith agency's community information program. ; . ) -
At a minimum, the professional advisors group” | advisory committee is:

shalf : { a.The professional advisory committee is
' meeting their responsibilities as outline in

. policy/regulations

minutes to assure that the professional

(a) Include at least one physician and one ;
registered nurse, with appropriate representation :

| from other professional disciplines, end atleast . . | b.The advisory committee meets composition
. one member who'shall not be an owner or an . | requirements as outlined policy/regulation.
employee of the agency, o Completion Date April 2012
ST PO @it [ 25012
{ This REQUIREMENT is not met as evidenced <.
| by: ! CS‘W/ LDJ\

Based on record review and interview the home
heaith's professional group of advisors did not .
i have a physician present during the evaluation of
the agencys program(s) findings include:

: The Professional- Advnsory Committee (PAC) P : ) _ :
| minutes dated 10/29/09 through 09/22/11 i ' %
mdlcated there was noA:{:ysmlan gfése at these i : . ’ {

Division of Llcensmg and Protecti n

TITLE {X6) DATE

Joel D. Stephens; /7€¢ ) , - -
LABORATORY DIRECTOR'SBK PROVIDER/BUPPLIER REFAESENTATIVE'S SIGNATURE Clinical Director 1/20/2012
STATE FORM / o ' ) ) ~ QWH31 : If continuation sheet 1 of 4

e




PRINTED: 01/10/2012

o FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES | (x1) PROVIDER/SUPPLIER/GLIA MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION ke IDENTIFICATION NUMBER: %z My €0 CONPLETED
j A, BUILDING A
- -B. WiNG
3 VT477010 14/30/2011

NAME OF PROVIDER OR SUPPLIER

CALEDONIA HOME HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

161 SHERMAN DRIVE
SAINT JOHNSBURY, VT 05819
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Vi Orgamzatlon Servnces and Administration

189 A home heatth:agency shall conduct an

overall evaluation ¢f the home health agency's
total program at least once a year, with input from
the professional ddvisory group, homs health
agency staff, and'consumers and their
representatives. -,

(a) The evalldtion shall consist of an overall
policy and admlmstra’uve review, shall include the -
results of clinical récord reviews, and shall
assess the extent 1o which the home health
agency's progranis are appropriate, adequate,
offgctive, and efficient.

H

This REQUIREMENT Is not met as evidenced

i by:

Based on record )ieillew and interview the annual
evaludtion did not have input from the

programs to assure that the services
being offered are appropriate, adequate
effective and efficient.

We believe that the requirement is
met.

The annual evaluation will be
presented to the advisory committee
for review and input on an annual
basis. This process will be reflected
both in annual evaluation and in the
committee minutes.
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H 620 Contmued From page 1 H 620 )
The regulation states that the PAC
meetmg Per review of the 05/12/11 committee "Include at least one physician and one
meeting minutes states “action items review of ' registered nurse, with apprapriate
'ahse/ 23611/%11 Prgggm Ev;luatson" A!stoa on | representation fr‘om other professional
program evzu werer?gxier\:vgeg];n:c}easpzrot\‘/eeda’r’mua disciplines, and at least one member
However a physigian was not present at any of ::10 lzhzl‘la ‘;?tt:ee :ne?]vcvnfr oran
these meetings. Iniaddition, the 2009 Annual Wi ph yee ited 9 3{/ i th
Report ( the 2010 Report is due March 2011) did e have invited (e-mail/mail) the =
not list the area home health agency staff, physician member throughout the period
consumers or their representatives as of time sited. The regulation does not
contributors. Per iAterview on 11/30/11 at 4:00 state that the physician must attend
PM the Area Director confined the Annual review these meeting.
was reviewed without the input and presence of ~ The annual evaluation was presented to
‘the physician. the PAC on September 2011. During
this meeting the PAC gave their input
see tag 640 ‘into this report and the report was
) finalized as drafted.
H 840; 6.9(a) Orgamzatson Services and Administration | H 640 We have had many discussions with Dr.
8§8=D Ready concerning the agency's
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professionat adViéow group. - Findings include:

1. On 11/30/11 at'3:00 PM., per review of the
-Annual Program Evaluation dated 05/26/11 the
summary was written by the Home Heatth
Director. - The Professionai Advisory Committee
(PAC} has not had a physician present during the
PAC meetings during a 2 year period from
10/29/08 through 09/22/11. The Director
confirmed that the annual program evaluatzon did
not have mput from the PAC

sée tag 620

H 730, 7.3(a)(1) Dtscontmuatlon of Services .
88=D
Vil Dnscontmuatnon of Services

7.3 Whena homa health agency identifies a
need to discontinue or reduce services to a
patient, the home hesith agency shall provide a
verbal notice, followed by a written notrce
accessible to the patlent

(a) If services will be reduced or
discontinued, the home heaith agency shall give
written notice as follows:

{1) In general, Wr'{tﬁen notice shall be provided by
the home health agency at least 14 days prior to
the discontinuationor reduction of services.

| This REQUIREM:ENT is not met as evidenced
by:

Based on record rewew and interview the Agency
failed to provide wntten notice prior to
discontinuation of §erwces for 1 applicable
patient, (Patient#é?‘) Findings include:

The annual evaluation will be
reviewed by the Clinical Director
and Chief Operational Officer to
assure that the report meets policy
and federal/state requirements.
Completion Date April 2012

/%C Gy 7™ (2677

H730

Discontinuation of Services Plan:

1. Conduct an in-service with staff
concerning policy and procedure
requirements for discontinuation of
services by Feb 15, 2012.

2. Adherence to discharge policy and
procedures will be monitored through:
A. Peer chart audits.

B. Results of these chart audits will be
reviewed by the clinical director,
management team and PAC.
Completion Date Feb 2012
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Contmued From page 3

. 1. Perrecord re\)[ew on 11/30/110f Patient#1's

chart there was no written notice provided 14
days priot to the dxscontmuatton of services.
Patient #1 recetved pérsonal care 7 days & week.
Per record review, on (6/20/11 the nurse cailed
and Informed the patient's family that the Agency
was discharging the patient. The LNA's (ficensed
nursing assistants) did not make further visits.
There was no copy-of the Notice of Discharge
form. Per interview on 11/30/11 at 1:03PM the
Registered Nurse Team Leader confirmed that
the patient was discharged "without due process"
and that there was no written notice given to the
patient. : h"
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